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Objectives. This study examined the
association between type of health in-
surance coverage and quality of primary
care as measured by its distinguishing
attributes—first contact, longitudinality,
comprehensiveness, and coordination.

Methods. The household compo-
nent of the 1996 Medical Expenditure
Panel Survey was used for this study. The
analysis primarily focused on subjects
aged younger than 65 years who identi-
fied a usual source of care. Logistic re-
gressions were used to examine the in-
dependent effects of insurance status on
primary care attributes while individual
sociodemographic characteristics were
controlled for.

Results. The experience of primary
care varies according to insurance sta-
tus. The insured are able to obtain better
primary care than the uninsured, and the
privately insured are able to obtain bet-
ter primary care than the publicly in-
sured. Those insured through fee-for-
service coverage experience better
longitudinal care and less of a barrier to
access than those insured through health
maintenance organizations (HMOs).

Conclusions. While expanding in-
surance coverage is important for estab-
lishing access to care, efforts are needed
to enhance the quality of primary health
care, particularly for the publicly insured.
Policymakers should closely monitor the
quality of primary care provided by
HMOs. (Am J Public Health. 2000;90:
1848–1855)

A growing body of literature at both the
individual and ecologic levels has demonstrated
the association between primary care and im-
proved health outcome.1–9 Substantial research
has also linked health insurance to increased
access to health care.10–14 However, with few
exceptions,15–17 studies have not examined the
relation between health insurance and the qual-
ity of primary care experience, in particular
the type of insurance coverage and the impor-
tant attributes of primary care. Given the well-
known relation between primary care and
health outcome, it is important to identify sig-
nificant predictors of quality primary care ex-
perience. Given as well the established rela-
tion between insurance and access, health
insurance in general and the type of insurance
coverage in particular are expected to signifi-
cantly influence primary care experience.

The Institute of Medicine listed the attrib-
utes of primary care as accessibility, compre-
hensiveness, coordination, continuity, and ac-
countability.18 Its 1994 report further defined
primary care as “the provision of integrated, ac-
cessible health care services by clinicians who
are accountable for addressing a large majority
of personal health care needs, developing a sus-
tained partnership with patients, and practicing
in thecontextof familyand thecommunity.”19(p1)

Even though numerous attempts have
been made to operationalize the attributes of
primary care,7–9,25 no consensus has been
reached. For the purpose of this study, Star-
field’s conceptualization of the distinguishing
attributes of primary care was used—first con-
tact, longitudinality, comprehensiveness, and
coordination. As defined by Starfield,2 first
contact implies access to and use of services
for each new problem for which people seek
health care. Longitudinality presupposes the
existence of a regular source of care and its use
over time. Comprehensiveness implies that pri-
mary care facilities must be able to arrange for
all types of health care services. Coordination
requires some form of continuity, of practi-
tioners, medical records, or both, as well as
problem recognition.

These attributes were selected for 3 rea-
sons. First, a multidimensional definition will
capture primary care more adequately than uni-
dimensional proxies such as a clinician’s med-
ical specialty. Second, the attributes identified
by Starfield are generally accepted as essen-
tial and unique to primary care. Third, most es-
sential primary care features identified in the
literature can be grouped under these 4 do-
mains. For example, measures of accessibility
and clinical interaction may be grouped under
first contact; measures of continuity, regular
source of care, interpersonal treatment, pa-
tient–physician relationship, and trust under
longitudinality; measures of knowledge of the
patient and preventive counseling under com-
prehensiveness; and measures of referral and
integration of care under coordination.

The purpose of this study was to examine
the association between the type of health in-
surance coverage and the quality of primary
care.While the relation between having health
insurance and having access to care is well
known, few studies have examined the quality
of primary care experienced by those with dif-
ferent insurance statuses. In the foreseeable fu-
ture, health care financing in the United States
is likely to continue in the pluralist mode, with
a combination of public and private approaches
and the continued expansion of managed care
in both private and public sectors. Given the
continual trend toward a managed care trans-
formation for both the privately and publicly
insured and the increased role of primary care,
it is important to monitor the quality of care
under managed care so that preoccupation with
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gatekeeping and cost containment does not de-
tract from the quality of primary care. Under-
standing the type of insurance coverage most as-
sociated with high-quality primary care is
critical to policymakers who must justify the
appropriate mix of public vs private approaches
and the level of managed care involvement in
the face of a managed care backlash.26–28

Knowledge of the impact of insurance on the
quality of primary care will broaden our un-
derstanding of access issues and contribute to
policies that improve access.

Methods

Data

The household component of the 1996
Medical Expenditure Panel Survey (MEPS)
was used for this study. MEPS is a nationally
representative survey of the US noninstitu-
tionalized civilian population, cosponsored by
the Agency for Healthcare Research and Qual-
ity (formerly known as the Agency for Health
Care Policy and Research) and the National
Center for Health Statistics. The survey uses
an overlapping panel design in which data are
collected through a preliminary contact fol-
lowed by a series of 6 rounds of interviews over
a 2 1⁄2-year period. A sample of 10500 house-
holds was drawn from the National Health In-
terview Survey sampling frame for the initial
1996 MEPS household component panel. De-
tailed discussion of the complex design of
MEPS has been published elsewhere.29,30 The
current study used those respondents younger
than 65 years who completed the first 2 rounds
of the survey (n=20469). The elderly popula-
tion, those 65 years and older (n=2508), was
excluded because of its near-universal coverage
by Medicare.

Measures

The household component of MEPS col-
lects detailed data on demographic character-
istics, health conditions, health status, use of
medical care services, charges and payments,
access to primary care, satisfaction with care,
health insurance coverage, income, and em-
ployment.30 For this study, measures of pri-
mary care attributes (dependent variables), in-
surance status (independent variables), and
individual characteristics (covariates) that have
potentially confounding effects on the experi-
ence of primary care were used.

Primary care attributes. In accordance
with the work on primary care by Starfield and
others,1,2,8,9,16,20 the 4 distinguishing attributes
or domains of primary care—first contact, lon-
gitudinality, comprehensiveness, and coordi-
nation—were operationalized on the basis of

the questions from MEPS. Since conceptually
the primary care attributes are related to indi-
viduals who already have a usual source of care
(USC), the measures were selected primarily
from a subset of the sample that identified a
USC. All of the questions related to children
were answered by their parents (typically, moth-
ers), who presumably took their children to
their USC and were in a good position to pro-
vide reasonably accurate proxy reports. The
final sets of measures were also based on the
comments and suggestions made by numer-
ous reviewers, including input from 3 anony-
mous reviewers on an early draft of this article.
It is possible that some measures are classified
under a different domain.

Ten questions were selected from MEPS
that pertained to “first contact.”8,20 These ques-
tions addressed (1) whether the subject has a
USC, (2) provider type of the USC, (3) provider
specialty of the USC, (4) location of the USC,
(5) whether the subject has an appointment or
walks in when seeing the USC, (6) how diffi-
cult it is to get an appointment with the USC,
(7) with an appointment, how long it is until the
subject is seen by the USC, (8) how difficult it
is to contact the USC by phone, (9) whether
the USC has office hours at night and on week-
ends, and (10) whether the subject is confident
that his or her family can obtain care from the
USC. The first 4 questions describe whether a
respondent has a USC and the type of USC in
terms of the extent of primary care orientation.
It should be pointed out that in addition to pri-
mary care researchers, health services re-
searchers have frequently used “has a USC”
as both a measure and a determinant of ac-
cess.31–35 Aday and Andersen33–35 have used
“has a USC” as a structural component of the
health care system that reflects an individual’s
entry into the system. The next 5 questions are
specific attributes of accessibility to USC. The
last question is a general assessment of access
to care.

For longitudinality, 6 questions were iden-
tified that reflect continuity of care, interper-
sonal treatment, trust, and satisfaction.1,16,20

These questions addressed (1) whether the sub-
ject had a USC in the last year, (2) whether the
subject changed his or her USC in the last year,
(3) whether the USC provider listens, (4)
whether the subject has confidence in the USC
provider’s ability, (5) whether the subject is sat-
isfied with the USC staff, and (6) whether the
subject is satisfied with the quality of care pro-
vided by the USC. The first 2 questions refer
to continuity of care. The third question indi-
cates interpersonal treatment. The last 3 ques-
tions reflect trust. The last 2 questions also pro-
vide an overall assessment of the physician–
patient relationship. The more patients are sat-
isfied with the quality of care and the USC
staff, the more likely they are to maintain their

relationship with the USC over an extended
period of time.

For comprehensiveness, 1 question was
used to reflect preventive services received
from the primary care source1,20: whether the
subject goes to the USC for preventive health
care. Finally, for coordination, 1 question was
found that addresses a provider’s knowledge
of care received at other places (provider asks
about other treatments),9 and another was found
that addresses the interface between primary
care and specialist services (subject goes to the
USC for referrals).8,20

Insurance coverage. The questions on
health insurance were used to determine an in-
dividual’s insurance status. The final coding of
insurance consisted of 4 categories: those with
private health maintenance organization
(HMO) coverage, those with other private fee-
for-service (FFS) insurance, those with public
insurance only (predominantly Medicaid, a
means-tested entitlement program financed by
the federal and state government), and those
without insurance. Individuals with Medicare
or CHAMPUS (Civilian Health and Medical
Program of the Uniformed Services) were ex-
cluded from the analysis, because these pro-
grams are associated with entitlement or mil-
itary status and are different in nature from
other public insurance programs. The final an-
alytic sample included 20052 subjects younger
than 65 years followed over 2 rounds.

Individual characteristics. Aday and An-
dersen’s access-to-care framework33–35 was used
in the selection of individual covariates that are
potentially related to the experience of primary
care. These covariates comprise the following
predisposing characteristics: age (younger than
5, 5–17, 18–24, 25–44, 45–64 years); sex; race/
ethnicity (American Indian, Asian, Black, His-
panic, White, other); education (no degree,
general equivalency diploma, high school
diploma, bachelor’s degree, master’s degree,
doctorate degree, other, younger than 16 years);
and employment status (employed, not em-
ployed); and the following enabling character-
istics: hourly wages (unemployed, <$5, $5–
$9.99, $10–$14.99, $15–$19.99, $20), metro-
politan statistical area, and census region
(Northeast, Midwest, South, West). The co-
variates also comprise the following need char-
acteristics: perceived health status (excellent,
very good, good, fair, poor); perceived mental
health status (excellent, very good, good, fair,
poor); and whether respondent needs help with
activities of daily living (ADLs) such as dress-
ing and eating (yes, sometimes, no) or help
with instrumental activities of daily living
(IADLs) such as managing money and shop-
ping for personal items (yes, sometimes, no).

Since many of the health status measures
were collected for both rounds of interviews,
composite measures were computed to cap-
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ture a more stable state of health status. Health
status was considered “excellent” if it was self-
reported as excellent in both interviews, “very
good” if reported as very good in one inter-
view and very good or better in the other,
“good” if reported as good in one interview
and good or better in the other, “fair” if re-
ported as fair in one interview and fair or bet-
ter in the other, and “poor” if reported as poor
in one interview and poor or better in the other.
The IADL and ADL measures were coded
“yes” if respondent indicated IADL or ADL
limitations in both rounds of interviews, “some-
times” if respondent indicated IADL or ADL
limitations in 1 round, and “no” if respondent
indicated no IADL or ADL limitations in both
rounds.

Statistical Analysis

Data analysis was performed with SU-
DAAN (Research Triangle Institute, Research
Triangle Park, NC) because of the multistage,
stratified cluster sampling of MEPS.All analy-
ses accounted for both the design effect and the
samplingweights.Simplebivariatecomparisons
were made between an individual’s insurance
status and primary care attributes. Bonferroni
adjustments were made to achieve a joint sig-
nificance level of α<.05 for multiple compar-
isons within each primary care domain. For ex-
ample, since 10 comparisons were made to test
the hypothesis that first contact differs, to keep
the overall null error rate to 5% each P value of
thecomparisonhas tobeless than .005(0.05/10).
Because many of the individual characteristics
are significantly associated with primary care
experience, logistic regressions were used to
control for thesepotentiallyconfoundingeffects
and to examine the independent effects of in-
surance status on primary care attributes.

Although estimates presented in the text
and tables were weighted to reflect national to-
tals of the population younger than 65 years, the
relevant population varied by model because
the sample size used for each regression model
differed owing to the skip pattern of the ques-
tions and the amount of missing or nonapplic-
able values. The complete sample (after miss-
ing values were deleted) was used for
3 questions (whether subject has USC, whether
subject has changed USC in the last year, and
whether subject is satisfied that family can get
care). All other analyses were limited to those
respondents with a USC. The question con-
cerning provider specialty of USC was limited
to those whose USC was not a facility but a
person or a person in a facility. The differences
among questions in missing values and the
number of people answering “other,” “refused,”
and “don’t know” also caused variations in
sample sizes for different models and there-
fore caused the population to be generalized.

Results

In 1996, about 19% of the younger-than-
65 noninstitutionalized civilian population was
uninsured. Among those insured, 69% had pri-
vate coverage (38% private HMO and 31%
FFS) and 12% had public insurance, primarily
Medicaid.

Bivariate Results

Table 1 presents the bivariate results as-
sociating type of insurance with primary care
attributes. The result of each comparison was
significant at P<.05 after Bonferroni adjust-
ments for multiple comparisons within each
primary care domain. In terms of the USC part
of the first-contact indicators, the insured were
more likely to have a USC than were the unin-
sured (95% vs 82%). For individuals covered
through private FFS, the USC was more likely
to be a person or a person in a facility than a fa-
cility (62%), whereas for others the USC was
typically the facility (51%). Primary care physi-
cians—those in general or family practice, in-
ternal medicine, and pediatrics—were more
likely to be the USC.

In terms of the accessibility part of the
first-contact indicators, the privately insured
were more likely to make appointments (78%)
prior to visiting their USC rather than just walk
in. Compared with the privately insured, the
publicly insured and the uninsured found it
harder to get an appointment (10% of the pub-
licly insured and uninsured vs 8% of the pri-
vately insured considered getting an appoint-
ment to be very difficult) and waited longer
during an appointment (25% of the publicly
insured and uninsured vs 14% of the privately
insured waited for more than 30 minutes).They
also were more likely to find it difficult to con-
tact the USC by phone. Most of their USC
providers did not have office hours in the
evening or on weekends.

Regarding longitudinality indicators,
among those currently without a USC, 14% of
the privately insured had a USC in the previous
year, compared with 9% of the publicly insured
and the uninsured. Regardless of insurance sta-
tus, an overwhelming majority of respondents
said that their USC providers listened to them
and that they had confidence in their providers’
ability. Most remained satisfied with USC staff
and the quality of care received. Those insured
under private FFS were the most satisfied.

Asforcomprehensiveness,anoverwhelm-
ingmajorityof respondents, regardlessof insur-
ance status, went to their USC for preventive
healthcare.Finally,with regard tocoordination,
HMO patients were less likely than others to in-
dicate that theirprovidersaskedaboutother treat-
ments (75% vs 81%).An overwhelming major-
ityofrespondentswent totheirUSCforreferrals.

Multivariate Results

Table 2 displays the logistic regression re-
sults associating insurance status with primary
care attributes after control for individual pre-
disposing, enabling, and need covariates (co-
efficients of covariates not shown; available on
request). These results relate the type of insur-
ance coverage (insured vs uninsured, privately
insured vs publicly insured, and private HMO
vs private FFS) to the odds of experiencing a
variety of primary care attributes classified
under the 4 domains of first contact, longitu-
dinality, comprehensiveness, and coordination.
(The association of vulnerable characteristics
and primary care experience is not discussed
here.) Both the odds ratios and their 95% con-
fidence intervals are presented.

Insured vs uninsured. The insured were
more likely than the uninsured to receive bet-
ter first-contact care. They were 3.40 times
more likely than the uninsured to have a USC
and more likely to identify persons rather than
facilities as their USC. When seeing their USC,
they were more likely to have an appointment
than to walk in. They found it less difficult to
contact their USC by phone and waited less
time during a visit. Overall, the insured were
2.63 times more likely to be very satisfied that
their family could get care.

Insurance or the lack of insurance does
not significantly affect longitudinality of care
after individual predisposing, enabling, and
need characteristics are controlled for. Only
1 measure—whether USC provider listens—
yielded a significant difference between the
insured and uninsured (P<.05). For compre-
hensiveness, the insured were 1.39 times more
likely to go to a USC for preventive health care.
For coordination measures, the insured were
1.42 times more likely than the uninsured to
go to a USC for referrals. However, providers
of the uninsured were more likely to ask about
other treatments, presumably because they were
less knowledgeable about them.

Privately insured vs publicly insured. Sim-
ilar to the findings for the insured and the unin-
sured, even after control for individual charac-
teristics the privately insured were found to be
more likely than the publicly insured to receive
better first-contact care. Compared with the
publicly insured, the privately insured were
more likely to identify persons than to identify
facilities as their USC.When seeing their USC,
the privately insured were more likely to have
an appointment than to walk in. They found it
less difficult to get an appointment with the
USC or to contact the USC by phone, and they
waited less time during a visit. Their USCs
were 1.68 times more likely to have office hours
during nights and weekends. Overall, the pri-
vately insured were 1.63 times more likely to
be very satisfied that their family could get care.
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TABLE 1—Health Insurance Coverage and Primary Care Attributes of US Noninstitutionalized Civilian Population Younger
Than 65 Years, 1996

Insurance Coverage

Primary Care Attribute Population (1000) Private HMO, % FFS, % Public Only, % Uninsured, %

First Contact

Has USC 197090 40 31 12 17
Yes 183071 96 94 95 82
No 14019 4 6 5 18

Provider type of USC 183044 42 31 12 15
Facility 84295 48 38 51 54
Person/person in facility 98749 52 62 49 46

Provider specialty of USC 98749 40 36 11 13
Primary care 91516 94 91 94 92
Other 7233 6 9 6 8

USC location 182726 41 31 12 15
Office 162173 89 93 82 84
Hospital 20553 11 7 18 16

When sees USC, has appointment or walks in 181421 42 32 12 15
Has appointment 135416 79 78 63 65
Walks in 46005 21 22 37 35

Difficulty in getting appointment with USC 164477 43 31 12 14
Very difficult 14002 9 7 10 10
Not very difficult 150475 91 93 90 90

With appointment, how long till seen by USC 164956 43 31 12 14
≤30 min 137431 86 86 73 78
>30 min 27525 14 14 27 22

Difficulty in contacting USC by phone 169359 42 31 12 14
Very difficult 14950 9 6 12 11
Not very difficult 154409 91 94 88 89

USC has office hours nights/weekends 169234 42 31 12 15
Yes 87224 56 51 44 47
No 82010 44 49 56 53

Satisfied family can get care 225945 38 31 11 19
Very satisfied 165719 79 82 66 53
Not very satisfied 60226 21 18 34 47

Longitudinality

Had a USC last year 20860 23 29 7 41
Yes 2355 17 12 11 8
No 18505 83 88 89 92

Changed USC last year 204989 40 31 12 17
Yes 24050 13 11 12 10
No 180939 87 89 88 90

USC provider listens 179035 42 31 12 15
Yes 172969 97 98 96 95
No 6066 3 2 4 5

Confident in USC provider’s ability 179822 42 32 12 15
Yes 172064 95 97 96 95
No 7758 5 3 4 5

Satisfied with USC staff 180487 42 31 12 15
Very satisfied 131309 71 77 71 71
Not very satisfied 49178 29 23 29 29

Satisfied with quality of care 180561 42 31 12 15
Very satisfied 141546 76 84 78 76
Somewhat satisfied 39015 24 16 22 24

Comprehensiveness

Goes to USC for preventive health care 182656 42 31 12 15
Yes 175107 97 95 96 94
No 7549 3 5 4 6

Coordination

Provider asks about other treatments 173394 42 31 12 15
Yes 135098 75 79 80 83
No 38296 25 21 20 17

Goes to USC for referrals 182381 42 31 12 15
Yes 175326 97 96 96 94
No 7055 3 4 4 6

Note. USC=usual source of care; FFS=fee-for-service. All results significant at P<.05 after Bonferroni adjustments for multiple comparisons
within each primary care domain.
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TABLE 2—Logistic Regression Odds Ratios for Primary Care Attributes According to Health Insurance Status: 1996 US
Noninstitutionalized Civilian Population Younger Than 65 Years

Insurance Coverage Status
Insured vs Privately Insured vs Private HMO vs
Uninsured, Publicly Insured, Fee-for-Service,

Primary Care Attribute Odds Ratio (95% CI) Odds Ratio (95% CI) Odds Ratio (95% CI)

First contact
Has USC

Yes 3.40*** (2.91, 3.97) 1.09 (0.84, 1.43) 1.69*** (1.38, 2.07)
No 1.00 1.00 1.00

Provider type of USC
Facility 0.74*** (0.67, 0.83) 0.88* (0.78, 1.00) 1.45*** (1.33, 1.59)
Person/person in facility 1.00 1.00 1.00

Provider specialty of USC
Primary care 1.21 (0.89, 1.63) 0.88 (0.58, 1.34) 1.80*** (1.43, 2.26)
Other 1.00 1.00 1.00

USC location
Office 1.47*** (1.26, 1.70) 1.67*** (1.40, 1.99) 0.61*** (0.52, 0.71)
Hospital 1.00 1.00 1.00

When sees USC, has appointment or walks in
Has appointment 1.38*** (1.23, 1.55) 1.65*** (1.45, 1.88) 1.12* (1.00, 1.25)
Walks in 1.00 1.00 1.00

Difficulty in getting appointment with USC
Very difficult 0.83 (0.69, 1.01) 0.72** (0.57, 0.91) 1.32** (1.11, 1.57)
Not very difficult 1.00 1.00 1.00

With appointment, how long till seen by USC
≤30 min 1.28*** (1.12, 1.46) 1.77*** (1.51, 2.06) 0.96 (0.84, 1.10)
>30 min 1.00 1.00 1.00

Difficulty in contacting USC by phone
Very difficult 0.78*** (0.65, 0.94) 0.68*** (0.55, 0.84) 1.57*** (1.32, 1.87)
Not very difficult 1.00 1.00 1.00

USC has office hours nights/weekends
Yes 1.03 (0.92, 1.16) 1.68*** (1.48, 1.91) 1.18*** (1.08, 1.30)
No 1.00 1.00 1.00

Satisfied family can get care
Very satisfied 2.63*** (2.39, 2.88) 1.63*** (1.29, 2.05) 0.91 (0.74, 1.11)
Not very satisfied 1.00 1.00 1.00

Longitudinality
Had a USC last year

Yes 1.40 (0.92, 2.13) 1.92 (0.81, 4.51) 1.63* (1.07, 2.49)
No 1.00 1.00 1.00

Changed USC last year
Yes 1.13 (0.96, 1.33) 1.00 (0.83, 1.20) 1.21*** (1.06, 1.38)
No 1.00 1.00 1.00

USC provider listens
Yes 1.31* (1.01, 1.70) 1.03 (0.76, 1.40) 0.74** (0.58, 0.95)
No 1.00 1.00 1.00

Confident in USC provider’s ability
Yes 1.13 (0.88, 1.45) 0.81 (0.59, 1.11) 0.56*** (0.44, 0.72)
No 1.00 1.00 1.00

Satisfied with USC staff
Very satisfied 1.05 (0.93, 1.18) 0.70* (0.53, 0.93) 0.62*** (0.49, 0.77)
Not very satisfied 1.00 1.00 1.00

Satisfied with quality of care
Very satisfied 1.10 (0.97, 1.25) 0.99 (0.85, 1.15) 0.64*** (0.58, 0.72)
Not very satisfied 1.00 1.00 1.00

Comprehensiveness
Goes to USC for preventive health care

Yes 1.39** (1.09, 1.76) 1.08 (0.79, 1.49) 2.04*** (1.60, 2.60)
No 1.00 1.00 1.00

Coordination
Provider asks about other treatments

Yes 0.72*** (0.62, 0.83) 0.76*** (0.66, 0.89) 0.73*** (0.65, 0.81)
No 1.00 1.00 1.00

Goes to USC for referrals
Yes 1.42** (1.11, 1.81) 1.02 (0.73, 1.43) 1.74*** (1.37, 2.22)
No 1.00 1.00 1.00

Note. USC=usual source of care; CI=confidence interval. Odds ratios are expressed as the odds of each primary care attribute among those
with health insurance compared with those without health insurance (model 1), among those with private insurance compared with those
with public insurance (model 2), and among those with HMO coverage compared with those with private fee-for-service coverage (model 3).
Odds ratios have been adjusted for individuals’ predisposing (age, sex, race/ethnicity, education, employment status), enabling (income,
metropolitan statistical area, census region), and need characteristics (perceived health status, perceived mental health status, help with
activities of daily living, help with instrumental activities of daily living).

*P<.05; **P<.01; ***P<.001.
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Whether the type of insurance is private
or public does not significantly affect longitu-
dinality or comprehensiveness as measured in
this study. For coordination measures, the pri-
vately insured had less difficulty obtaining care
than the publicly insured. However, providers
of the publicly insured were more likely to ask
about other treatments.

HMO vs FFS coverage. Those insured
under private HMOs were 1.69 times more
likely than those insured through FFS to have
a USC. However, USC providers of the HMO
insured were more likely to be facilities than
persons. Although their USC providers were
more likely to have office hours during nights
and weekends, the HMO insured found it sig-
nificantly more difficult to get an appointment
with their USC or to contact their USC by
phone. Overall, the HMO insured were less
likely to be very satisfied that their family could
get care than those insured through FFS.

The HMO insured experienced less qual-
ity in longitudinal care thandid theFFSinsured.
The HMO insured were more likely to have
changed their USC, less likely to think that
providers listened to them, less confident in
providers’ability, and less satisfied overall with
the quality of care they received. For compre-
hensive care, they were 2.04 times more likely
togo toaUSCforpreventivehealthcare.Forco-
ordination of care, they were more likely to go
to a USC for referrals, although their providers
were less likely to ask about other treatments.

Discussion

This study indicates that the experience
of primary care varies significantly according
to insurance status. In general, the insured are
able to receive better primary care than the
uninsured, and the privately insured are able to
receive better primary care than the publicly
insured. Although vulnerable populations are
more likely to have public insurance, and their
vulnerable characteristics are significantly as-
sociated with negative health care experience,
this study has controlled for these characteris-
tics and still demonstrates that the experience
of primary care varies according to whether
insurance is public or private. This finding sug-
gests the possible existence of a 2-tiered sys-
tem, with one tier for the well-financed pri-
vately insured and another tier for the poorly
financed publicly insured, who often have no
choice but to depend on whatever services they
are provided.36 From a public policy perspec-
tive, it is important not only to expand insurance
coverage to establish access for the uninsured
but also to enhance quality for the publicly in-
sured to strengthen the patient–provider rela-
tionship. This policy implication has direct rel-
evance to the current State Children’s Health

Insurance Program. Although expanding cov-
erage to uninsured children is critical for im-
proving access to care, quality of care must
also be addressed, especially in the case of a
public insurance program, whether Medicaid or
the state plan.

This study also demonstrates that the as-
sociation between different attributes of pri-
mary care and the type of insurance coverage
is not uniform. The most significant contribu-
tion of insurance in general (relative to no in-
surance) and private insurance in particular
(relative to public insurance) is in improving
the first-contact aspect of primary care. Insur-
ance is least likely to affect the interpersonal or
longitudinal aspect of the experience of care,
presumably because most caregiving remains
episodic and problem focused rather than ho-
listic and person oriented.

The differences in the experience of pri-
mary care between the insured and the unin-
sured are mostly consistent with those observed
between the privately insured and the publicly
insured. However, comparisons of the experi-
ence of persons under HMO care and under
FFS care yield a different picture, suggesting
that primary care is multidimensional and
should be evaluated as such. Although the
HMO insured experienced better comprehen-
sive care (when measured by preventive health
care), they had worse longitudinal care (when
measured by change of USC, trust in USC, and
satisfaction with USC) and coordination (when
measured by providers’ asking about other
treatments) than the FFS insured. It is possi-
ble that HMOs cover more preventive care as
a mechanism to reduce more serious illness
that could result in hospitalization. On the other
hand, the annual turnover of patients from one
health plan to another often weakens longitu-
dinal care and severs the USC relationship.37,38

Frequent changes in USC result in physicians’
having less knowledge about the personal med-
ical histories, family medical histories, and
health needs of their patients and in weakened
interpersonal communication.9 Patient selec-
tion may also account for the higher turnover
rate by HMO enrollees, because patients who
have formed strong relationships with their
physicians are less likely to join a managed
care plan.39

These findings are largely consistent with
other local and regional studies that compare the
primary care experience of HMO and FFS
users. Using a random sample of consumers in
a defined geographic area ofWashington, DC,
Starfield et al. found that comprehensiveness as
measured by services available was reported
to be significantly better by consumers associ-
ated with facilities that were primarily capi-
tated than by consumers whose facilities were
primarily FFS.20 On the basis of a cross-
sectional patient exit survey in northeast Ohio,

Flocke found that persons with managed care
insurance, compared with those with FFS in-
surance, were more than 3 times more likely
to have changed physicians.23 In a regional
study, Safran et al. noted that FFS patients re-
ported better continuity and interpersonal ac-
countability than did HMO patients.22The find-
ing on coordination is consistent with the study
by Roulidis and Schulman that noted that pri-
mary care physicians in HMOs coordinate care
less actively than FFS physicians, more often
referring patients to specialists unknown to
them rather than communicating with these
specialists regarding patient conditions and
treatment.40

The findings regarding first contact are
mixed. Although the HMO insured were more
likely to have a USC than the FFS insured, their
USC providers were more likely to be facilities
than persons. The HMO insured found it sig-
nificantly more difficult to get appointments
with their USC or to contact the facility or
provider by phone, even though HMO provid-
ers were more likely to have office hours dur-
ing nights and weekends. These mixed find-
ings are consistent with the literature regarding
managed care and accessibility.20,22 While an
HMO improves access to care for those previ-
ously without it,41–43 HMO enrollees have
greater difficulty gaining access to care than
enrollees in traditional FFS health plans.39

Safran et al.22 also found diminished organi-
zational access for HMO patients. The orga-
nizational barrier could be the result of over-
subscription by the physicians or of negative
incentives to see capitated patients. An orga-
nizational barrier will likely adversely affect
physician–patient continuity, as patients dis-
satisfied with their ability to see their physi-
cian are more likely to switch health plans or
providers.44 This study does indicate that the
HMO insured were less likely to be very sat-
isfied that their family could get care than those
insured through FFS. The finding that the
HMO insured were generally less satisfied than
the FFS insured is consistent with findings
from most other studies.39

Owing to several limitations, caution must
be exercised in interpreting the results of this
study. First, although the generalizability of the
study is strengthened by the national repre-
sentativeness of the MEPS study population,
the secondary nature of the data set precluded
the consideration of all the major measures of
primary care attributes that investigator-initiated
studies are able to accomplish, especially with
regard to measures of comprehensiveness and
coordination.1,9,20 Indeed, further refinement,
validation, and consensus on primary care
measures are necessary and should become a
health policy and health services research pri-
ority as the public and private sectors and con-
sumers demand valid and meaningful infor-
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mation to evaluate health care and allocate
scarce resources. Similarly, this study exam-
ined HMO vs FFS rather than the distinguish-
ing attributes of managed care, including gate-
keeping arrangements, provider and patient
financial inducements, restricted provider net-
works, and limited choice of health care serv-
ices.27 Future studies can identify which man-
aged care attributes foster or impede primary
care performance.

Second, like other national surveys, MEPS
is limited in its ability to track vulnerable pop-
ulations owing to a series of logistic challenges,
including language barriers, limited literacy,
limited telephone accessibility of the potential
respondents, lack of stable addresses, and
higher rates of nonresponse and loss to follow-
up.45 Generalizing from MEPS findings is fur-
ther hampered by differences among questions
in the numbers of nonresponses and of “don’t
know,” “refused,” and “other” responses.

Third, this study examined the experience
rather than the outcome of primary care. Al-
though numerous studies have linked primary
care to better health outcome,1–9 further re-
search is needed to examine how each of the
primary care attributes is related to positive
health outcome and what organizational ar-
rangements are best able to provide these fea-
tures. Such research can help explain which
process and system of care are best related to
outcome, so that limited resources can be used
to focus on these combinations of attributes.
The limitations of outcome measures within
MEPS precluded such an analysis.

Another limitation of this analysis is that
the MEPS data on primary care are entirely
based on respondents’ self-report. In addition
to the usual set-related biases of recall and re-
sponse, self-report also restricts the inclusion
of questions on the technical quality of pri-
mary care. Finally, the cross-sectional nature of
the analysis limits the ability to draw causal in-
ferences from these findings. Longitudinal
analysis is the next important step.

In conclusion, this study demonstrates
that health insurance does make a difference
in achieving the cardinal features of primary
care. The insured are more likely to experience
good primary care than are the uninsured, par-
ticularly in terms of first contact, coordination,
and comprehensiveness. Similarly, the privately
insured are more likely to experience good pri-
mary care than are the publicly insured. These
findings indicate that although expanding in-
surance coverage is important for improving
access, efforts are needed to enhance the qual-
ity of primary health care, particularly for the
publicly insured. Although less significant dif-
ferences were noted between the HMO and
FFS insured, the study did show that those in-
sured by FFS experience better longitudinal
care and less difficulty of access than the HMO

insured. Given the proliferation of managed
care, policymakers should monitor closely the
quality of primary care provision by HMOs in
addition to cost savings.
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